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ABSTRACT
Objective: The authors sought to

assess spirituality in depressed
patients and evaluate whether the
degree of initial depressive
symptoms and response to
pharmacotherapy treatment has a
correlation with degree of spirituality
and belief in God.

Methods: Our participants
included 84 patients who presented
to a depression/anxiety clinic for
naturalistic treatment of their
depressive illness over the course of
two years. All patients met the
Diagnostic and Statistical Manual
of Mental Disorders, Fourth
Edition, Text Revision criteria for
major depression, as confirmed by
structured interviews using the
Structured Clinical Interview for
DSM-IV, and were treated with

selective serotonin reuptake
inhibitors for eight weeks.

Measurements: Patients were
evaluated at baseline and after
treatment using the Montgomery
Asberg Depression Rating Scale, the
Beck Hopelessness Scale, the
Dysfunctional Attitude Scale, and the
Spiritual Orientation to Life scale. 

Results: At baseline, patients
reporting greater spirituality had
significantly lower measures of
hopelessness, dysfunctional
attitudes, and depressive symptoms.
Those who believed in God had a
greater mean change score than
those who did not on the
Montgomery Asberg Depression
Rating Scale, the Beck Hopelessness
Scale, and the Dysfunctional Attitude
Scale, with the Montgomery Asberg
Depression Rating Scale showing the
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The Impact of
Spirituality Before and
After Treatment of
Major Depressive
Disorder

IN MEMORIAM

Eric D. Peselow, MD, the first author, passed away during the publication of this article. Dr.
Peselow was a unique teacher, clinician, and human being who made an unforgettable impact
on everyone with whom he interacted. We will always remember Dr. Peselow as an honest,
direct, and true-to-self psychiatry professor. May he rest in peace.
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greatest mean change score.
Significant correlations were
detected between the Spiritual
Orientation to Life scale score and
the Montgomery Asberg Depression
Rating Scale, the Beck Hopelessness
Scale, and the Dysfunctional Attitude
Scale pre-scores, post-scores, and
change scores.

Conclusion: The findings suggest
that greater spirituality is associated
with less severe depression.
Moreover, the degree to which the
measures of depressive symptom
severity, hopelessness, and cognitive
distortions improved over the course
of eight weeks was significantly
greater for those patients who were
more spiritual.

INTRODUCTION
Major depressive disorder (MDD)

is one of the leading causes of
emotional suffering and is projected
to become the second leading cause
of overall disease burden worldwide
by the year 2020.1 Spirituality has
been long neglected in depression
largely due to predominance of the
disease model with its emphasis on
risk factors rather than protective
factors,2 Freud’s legacy of
pathologizing religion,2 and a lower
percentage of psychiatrists who
espoused a belief in God. Using data
collected in 2003, Curlin et al3

showed that 65 percent of
psychiatrists reported believing in
God, compared to 77 percent of all
physicians (p=0.01). This
undoubtedly had an impact on the
degree and kind of attention paid to
spiritual or religious ideas in both
treatment and research that caused
the influence of faith to be
overlooked for so long. Psychiatry is
only recently focusing on spirituality
as a potentially important variable in
understanding depression and its
treatment. It is important to note
that the amorphous and multi-
dimensional nature of faith
manifested as both religiosity and
spirituality can, at first glance, make
it a difficult variable to incorporate
into research. However, despite
these factors, in recent years

increased attention has been paid to
these related fundamental elements
of human experience. 

Humans have long made use of
religion and spirituality to counter
depression and other emotional
illnesses. For example, the results of
several studies have suggested that
intrinsic religiosity and spirituality
are negatively associated with
depression.4–9 Although many often
use the terms religiosity and
spirituality synonymously, they are
not quite the same, and there have
been many approaches in attempting
to define the two. Traditionally,
religion, which can be positive and
negative, substantive and functional,
was perceived as a broadband
construct, with an emphasis on
personal religiousness and a lack of
an explicit distinction between
religion and spirituality.10,11 In
contrast, the modern approach
depicted religion as more of a
narrowly defined construct that was
external, institutional, substantive,
and negative as opposed to the
polarized spirituality that was
personal, relational, functional, and
positive.10,11 Zinnbauer et al,10

however, argue for an alternative
approach that can “distinguish
between the constructs without
polarizing them,” as can be seen in
Pargament’s11 definition of the two
terms. According to Pargament,11

religion is “a search for significance
in ways related to the sacred,”
encompassing both sacred ends as
well as sacred means and pathways
to perhaps secular ends.
Spirituality, which is a direct search
for the sacred, can then be viewed as
a part of religion where people come
across, preserve, and transform what
they believe is sacred in their lives.12

Though religion and spirituality are
closely related, we chose to focus on
the latter since previous studies have
shown that not all areas of religion
may be effective.    

The purpose of this paper is to
assess spirituality as measured by a
specific scale in depressed patients
treated in an outpatient anxiety and
depression clinic with selective

serotonin reuptake inhibitors
(SSRIs), such as escitalopram,
sertraline, or paroxetine, and
evaluate whether the degree of initial
depressive symptoms and response
to pharmacotherapy treatment has a
correlation with not only the degree
of spirituality, but also the belief in
God (defined as “believers” vs. “non-
believers”). Furthermore, we hope to
better understand the factors
involved in the relationship between
depression and spirituality by
assessing hopelessness and
dysfunctional attitudes. 

METHOD
Study population. Our group

evaluated 84 patients who presented
to an urban depression and anxiety
clinic for naturalistic treatment of
their depressive illness over the
course of two years. All patients met
the Diagnostic and Statistical
Manual of Mental Disorders,
Fourth Edition, Text Revision
(DSM-IV TR) criteria for a major
depressive episode. Patients at the
time of presentation signed voluntary
informed consents for the collection
of clinical data upon presentation
and during the natural course of
antidepressant treatment according
to the Institution Review Board-
approved protocol. Patients were
initially evaluated with a modified
Structured Clinical Interview for
DSM-IV (SCID) to confirm the
diagnosis of major depression.13

Outcome measures.
Montgomery Asberg Depression
Rating Scale (MADRAS).14 The
MADRS is a 10-item scale to measure
the severity of depressive symptoms.
It includes 10 items, each of which
has a rating scale from 0 (no
symptom) to 6 (symptom present
and severe). Each item assesses one
symptom of depression.  These
include apparent sadness, reported
sadness, inner tension, reduced
sleep, reduced appetite,
concentration difficulties, lassitude,
inability to feel, pessimistic thoughts,
and suicidal thoughts. Remission is
defined as MADRS scores of 8 or
less, response as MADRS scores of 9
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to 14, and non-response as MADRS
scores of above 14. The MADRS has a
high intra-class correlation (r=0.93,
p<0.0001).14

Beck Hopelessness Scale (BHS).15

The BHS is a 20-item self-report scale
measuring three major aspects of
hopelessness: feelings about the
future, loss of motivation, and
expectations.15 It includes 20
statements, each of which has a true
or false response to endorse a
pessimistic statement or deny an
optimistic statement.15 The BHS has
an internal consistency—Cronbach
alpha—ranging from 0.82 to 0.93 and
a test-retest reliability of 0.66.15

Dysfunctional Attitude Scale
(DAS).16 The DAS is a 40-item self-
report inventory measuring
dysfunctional beliefs such as cognitive
distortions frequently found to be
elevated during depression. It
includes 40 statements, each of which
has a 7-point scale (i.e., totally agree,
agree very much, agree slightly,
neutral, disagree slightly, disagree
very much, totally disagree). These

include concerns about approval from
others, prerequisites for happiness,
and perfectionist standards. The DAS
has an internal consistency—
Cronbach alpha—of 0.93 and a test-
retest reliability of 0.73 (p< 0.001).16

Spiritual Orientation to Life
(SOL) scale.17,18 The SOL, a modified
version of Feagin’s “Orientation to
Life and God Scale” designed to
“capture an orientation to life and
God that incorporates aspects of
religion and spirituality,” is a 7-item
scale rated on a 1- to 5-point range
(total 7–35 points) with the lowest
score on the first six items indicating
greater spirituality.17 The SOL scale
focuses on internal spiritual practices
and experiences, with the exception
of item 7, which inquires about
frequency of attendance at spiritual
or religious gatherings.17,18 The internal
consistency—Cronbach’s alpha—of
the SOL is 0.86.17

Belief in God. The patients were
asked if they believe in God (yes/no)
to identify believers versus non-
believers.

Study procedures. The patients
were clinically treated for their
depression with one of three SSRIs:
escitalopram, sertraline, or
paroxetine. The choice of treatment
was based on clinical grounds,
incorporating factors such as history
of previous response and potential
side effects, with the hope of
achieving the best possible results
for the patient. After eight weeks of
treatment with one of the above
SSRIs, the patients were evaluated
again using the MADRAS, the BHS,
and the DAS. 

Statistical analysis.
Demographic variables such as age,
onset of illness, gender, whether this
was a first major depressive episode,
and the dose for each individual
medication, were tabulated. The
MADRAS, BHS, and DAS were
examined pretreatment, post-
treatment, and with respect to
change scores, and compared
between believers versus non-
believers. A Univariate analysis was
used since Levine’s test of equality
demonstrated that the error variance
were equal across each respective
group for MADRAS, BHS, and DAS
scores. Since the prescores of the
MADRAS, BHS, and DAS for
believers were each significantly
different from non-believers, the pre-
scores were used as a covariant in
each analysis. The SOL scale
correlation with changes in the
MADRAS, BHS, and DAS scales, was
examined. P-values less than 0.05
were considered as statistically
significant. Statistical analysis was
performed using SAS version 9.1 for
Windows (SAS Institute Inc., Cary,
NC, USA, 2003).

RESULTS
Demographic variables for

believers (N=68) versus non-
believers (N=16) are shown in Table
1. The percentage of individuals who
reported a belief in God in this
sample was 81 percent (this is lower
than the 92% of Americans who
reported that they believe in God19).
There were no significant differences
with respect to age, age of onset of

TABLE 1. Demographic characteristics of believers vs. non-believers

DEMOGRAPHICS BELIEVERS 
N=68

NON-BELIEVERS
(N=16) SIGNIFICANCE

Age 40.1 (SD 15.1) 40.3 (SD 15.5) t=0.04 NS

Gender 24 men/44 women 11 men/5 women t=2.50, p<0.02*

Age of onset 30.0 (SD 11.3) 33.1 (SD 15.5) t=0.89 NS

Years ill 10.1 (SD 12.3) 7.1 (SD 12.3) t=0.91 NS

First episode?
(yes/no) 31 yes/33 no 9 yes/7 no t=0.89 NS

DOSE OF MEDICATION 

Escitalopram 19.4 (SD 5.6), N=27 18.6 (SD 6.3), N=7 t=0.36 NS

Sertraline 187.0 (SD 42.6),
N=19 195.0 (SD 57.0), N=5 t=0.36 NS

Paroxetine 45.0 (SD 5.6), N=22 50.0 (SD 5.0), N=4 t=1.22 NS

* Statistically significant; NS: not significant
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illness, number of years ill, and
whether this depressive illness was a
first. There was, however, a
difference in gender distribution
between the two groups in that more
men were non-believers than women
(31.4% of men vs. 10.2% of women;
t=2.50, p<0.02). Of note, this
disparity is also seen in national
averages in which consistently more
men than women were identified as
non-believers.19 Patients received one
of three antidepressants:
escitalopram (N=34), sertraline
(N=28), or paroxetine (N=22).

At baseline, the mean MADRAS
pre-score for believers was 24.29 vs.
31.06 for non-believers (F=19.485,
df=1, 82, p<0.0001) (i.e., believers
were significantly less depressed
compared to non-believers before
treatment). Univariate analyses
showed that the MADRAS, BHS, and
DAS score changes were more
significant for those people who were
believers  (N=68) compared to non-
believers (N=16) as depicted in
Figure 1. Believers had a significantly
greater mean change score (57%
decrease) than non-believers (34%
decrease) (F=4.41, df=1, 81, p<0.01)
as shown in Figure 2.

The BHS prescores for believers
were significantly lower from non-
believers (average BHS prescore for
believers was 12.56 vs. 14.94 for non-
believers (F=16.255, df=1.82,
p<0.0001). The BHS change scores
showed no significant differences
between believers and non-believers
(F=2.099, df= 1.81, p=0.151).
Believers however, did have a
numerically higher mean change
score (43.7% decrease) than non-
believers  (30.8% decrease).

The DAS pre-scores were
significantly lower in believers
compared to non-believers; average
DAS pre-score for believers was
163.43 versus 191.63 for non-
believers (F=19.419, df=1, 82,
p<0.0001). There was no significant
difference between the DAS change
scores for believers and non-
believers (F= 1.135, df=1, 81,
p=0.290). Believers, however, had a
numerically higher mean change

score (32.0% decrease) than non-
believers (24.7% decrease).

With respect to the SOL scale
score (where lower score meaning
greater spirituality), believers had a
lower score than non-believers; mean
score 16.64 (SD=4.2) vs. 27.63
(SD=2.2). This difference was highly

significant (t=10.07 p<0.0001)
(Figure 3).

A correlational analysis between
the SOL score and the MADRAS,
BHS, and DAS pre-scores, post-
scores, and change scores were all
significant. There was a significant
negative correlation between the

FIGURE 1. Percent changes in mean MADRS scores, BHS scores and DAS scores for believers
vs. non-believers

FIGURE 2. Mean change in MADRS score for believers vs. non-believers
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MADRAS change score and SOL
score (r=-0.41, p<0.0001); the BHS
change score and SOL score (r=-
0.447, p<0.0001); and the DAS
change score and SOL score (r=-
0.392, p<0.0001). The lower SOL
score signified a greater degree of
spirituality, which correlated with a
higher change score. Correlations
between the prescores of the
MADRAS (r=0.452, p<0.0001) the
BHS (r=0.488, p<0.0001) and DAS
(r=0.542, p<0.0001) were all
significantly positively correlated
with the spirituality score.
Correlations between the post-scores
of the MADRAS (r=0.525, p<0.0001),
the BHS (r=0.538, p<0.0001) and
DAS (r=0.532, p<0.0001) were also
significantly positively correlated
with the SOL score.

The change scores of the
MADRAS, BHS, and DAS were
unrelated to the particular
medication taken when compared in
separate one-way ANOVAs (p=0.681,
p=0.854, and p=0.884, respectively).

DISCUSSION
At presentation, even with a

diagnosis of depression, the patients
in our study who reported greater
spirituality had significantly lower

measures of hopelessness,
dysfunctional attitudes, and
depressive symptoms. This suggests
that greater spirituality is associated
with less severe depression and
possibly a lower morbidity from
depressive illness. Moreover, the
degree to which each of these
measures improved over the course
of eight weeks was significantly
greater for those patients who were
more spiritual according to MADRAS
scores. However, a belief in God did
not correlate with a significant
change in hopelessness or
dysfunctional attitudes, although the
mean change in scores was
numerically greater for believers. 

It is important to note that the
spirituality scale used in this study,
the SOL, attempts to measure
'intrinsic”religiosity,’ which is like the
spiritual aspect of religion. Intrinsic
religiosity is the inner spiritual
framework that endows life with
meaning and guides behavior and
choices. “Extrinsic religiosity,” on the
other hand, is the visible and
outward signs of religious devotion,
which may or may not correlate with
inner beliefs.20 Prior studies exploring
the relationship between spirituality
and depression have shown similar

results for intrinsic religiosity and
spirituality and have identified that
both are negatively associated with
depression. For instance,
McCullough et al6 found that those
with high levels of “intrinsic religious
motivation,” “religious salience,” and
religious involvement were at
reduced risk for depression.6

Comparable trends were also
found among those with health
problems. Nelson et al,7 in studying
terminally ill cancer and acquired
immunodeficiency syndrome (AIDS)
patients, described a substantial
negative association between
intrinsic religiosity and depression.7

Moreover, Koenig et al5 have shown
that in medically ill older patients,
greater intrinsic religiosity predicted
a shorter time to recovery from a
depressive episode. Koenig et al21

also looked specifically at intrinsic
religiosity as well as frequency of
church attendance and private
religious activities and found that
only intrinsic religiosity was
significantly related to shorter time
to depression remission. Simoni et
al,8 who found that spirituality scores
were negatively correlated with
depression in a group of human
immunodeficiency virus (HIV)-
positive Puerto Rican women, also
found in their study that church
attendance/membership, though
often associated with spirituality, did
not correlate with lower depression
scores. To further demonstrate this,
Nelson et al,7 in their assessment of
the terminally ill, found no
relationship between extrinsic
religiosity and depression. Though
religion comprises spirituality, the
aforementioned studies show that
the two affect depression in varying
ways and to different degrees. While
intrinsic religiosity overlaps with
spirituality and produces similar
results, extrinsic religiosity seems to
have much less of a correlation.

Surprisingly, our findings were in
contradiction to Schettino et al,22

who reported no significant
associations between spirituality and
treatment response; however, they
found a strong curvilinear

FIGURE 3. Mean spirituality scores for believers vs. non-believers (lower SOL scores denote
higher spirituality)

Spiritual Orientation to Life (SOL)
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relationship between religiosity and
treatment response, i.e., a moderate
level of religiosity (as opposed to
lower or higher levels), was
significantly associated with greater
reduction in depressive symptom
severity and more likelihood of
remission. This might be due to the
methodology of spirituality
measurement, where in our study
the SOL captured spirituality,
intrinsic religiosity, and orientation
to both life and God, rather than
focusing on only one’s relationship
with God. Zinnbauer et al10

emphasized that the sacred is not
only restricted to God, but can also
include other significant objects that
are transformed when explicitly
imbued with divine qualities, which
would make the SOL a more
inclusive measure.

Several studies have attempted to
identify the mediating factors
between depression and spirituality.
For example, Simoni et al8

suggested that increased self-
esteem and an increased sense of
mastery were particularly important,
while Murphy et al23 identified lower
levels of hopelessness associated
with religious beliefs as being
directly related to less depression.
Likewise, Koenig et al21 suggested
that depression is offset by
“religious coping” explained as “the
use of religious beliefs or behaviors
to facilitate problem-solving to
prevent or alleviate the negative
emotional consequences of stressful
life circumstances.” While our study
showed that both belief in God and
greater spirituality correlated with a
significant decrease in depression,
only spirituality was associated with
a decrease in hopelessness and
dysfunctional attitudes, once again
stressing that spirituality is not just
associated with God or a higher
being. We found that in individuals
with greater spirituality, a response
to treatment includes both an
improvement in mood and greater
hopefulness.23 Our analysis does not
allow us to attribute causation to
spirituality, but there is room to
theorize about the nature of the

relationship between these entities.
The search for the sacred, which
defines spirituality, can encompass
anything from higher powers to
psychological attributes;10 thus, it
could be worth taking a closer look
at how the different classes that
comprise the sacred, perhaps faith
and meaning, affect depression.

Griffith24 highlighted the
important goal for clinicians to be
“spiritually informed” about the role
of spirituality and religion in
patients’ lives, and emphasized the
effort that needs to be made to
understand how patients describe
and experience faith. Solomon25

suggested that faith offers hope, and
there may be a synergistic
relationship between spirituality and
resolving depression mediated by
greater hopefulness.25 Furthermore,
based on Fowler’s idea of the Stages
of Faith,26 one’s faith is constantly
changing depending on one’s stage
of development in life and as one
gains more knowledge and
experience, which makes it harder
and more complicated to measure
faith.

On the other side, meaning is a
more universal concept. Frankl, who
worked through four Nazi death
camps and suffered from the loss of
his family, believes that life is a
“quest for meaning” and suffering
leads to a need for such, for
“suffering ceases to be suffering at
the moment it finds a meaning.”27 To
further emphasize this, Breibart et
al28 believe that spirituality and
meaning buffer against depression,
hopelessness, and the wish for an
accelerated death among terminally
ill end-of-care patients. Because
different components of the sacred
seem to create differing effects, it
may be beneficial for a future study
to focus on the finer distinctions of
spirituality.

The above findings suggest that
an assessment of spiritual beliefs
and encouraging discussion of
spirituality would need to play a
more active role in treatment of
depression. Asking patients what
goals they would set for themselves

for a more meaningful life was
identified as one of the ways to do
this.29 Moreover, Lomax et al30

advocate for the adoption of the
spiritual assessment as a core
competency for psychotherapy
education during training of future
generations of psychiatrists.
Therefore, we may need to help our
patients, as appropriate, to explore
their own spiritual beliefs, to endow
life with ultimate meaning in order
to obtain the maximum benefits
from the treatments that we offer.

Limitations. There are several
shortcomings of our study, which
should be taken into account. The
study had a limited sample size, and
the population is largely Caucasian
living in the Northeast; thus, these
results may not be generalizable to
other populations. Furthermore, we
did not continue to assess the
patients beyond the initial treatment
phase, and thus cannot comment
whether the improvement in
depression, dysfunctional attitudes,
and hopelessness were sustained
over time. Finally, we cannot
identify what it is about spirituality
or intrinsic religiosity that mediates
this improvement or whether this
factor is in fact causative.

CONCLUSION
Spirituality can constitute a

system of meaning that emphasizes
hope, adaptation, insight, and the
belief that circumstances are not
senseless or meaningless. The study
findings suggest that greater
spirituality is associated with less
severe depression. Moreover, the
degree to which the measures of
depressive symptom severity,
hopelessness, and cognitive
distortions improved over the
course of eight weeks was
significantly greater for those
patients who were more spiritual.
Given the above study and literature
findings, mental health professionals
might consider including an
assessment of spiritual beliefs and
encourage discussion and use of
spirituality to improve treatment
outcome of depression. 
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